INTRODUCTION
Since the health promotion act was legislated in 1995, the Korean government has enlarged the health promotion initiative. And the health promotion fund has been increasing since 1997 [1] . Despite the quantitative growth, the Korean health promotion initiative has continued to change in title, supporting structure, funding, programs and strategies. Seo et al. [2] and Yoon [3] pointed out that the health promotion initiative has been mainly driven by the public health centers and suffer the lack of experience in planning, promoting and assessing the community based health promotion initiatives due to the short history of local autonomy. In addition, the health promotion workers are rather focused on individual education and insufficient effort is made to build up close partnership with various community stake holders [4] .
Considering these problems, a number of approaches have been proposed from many different perspectives, e.g. health promotion contents [5, 6] , workforce, supporting structure and resources [7, 8] , evaluation [1, 2] and cooperation with partners in the community [3, 9, 10] . Previous studies were focused on community-based health promotion initiative, for instance, collaboration between private and public sectors, community participation, etc. However, little work has been done on the community capacity of the health promotion work force.
It has been reported that investment to the health promotion work force capacity effectively results in significant health promotion outcome and positive social effects [4, 11] . Such capacity of the health promotion workers is represented by their ability to cope with community health problems through cooperation community members and health promotion partners. Although the term is defined differently depending on studies or researches [4, [12] [13] [14] [15] [16] [17] [18] , such capacity is generally called community capacity and efforts have been made to incorporate it in health promotions [11, [18] [19] [20] . In order to assess the community capacity in a quantitatively, different types of assessment tools have been developed and are in use in Canada [21, 22] , the USA [23] and Australia [24] .
The community capacity represents not only the overall capacity of a community as described above, but the capacity of actors in the community [14] . In fact, the community capacity is built up as each actors develops their ability. Particularly, the health promotion workers play an important role in coordinating interactions between community members and help them to develop their capacity [25, 26] . A qualitative assessment on the Korean health promotion workers could provide a meaningful attempt to maximize the effect of the health promotion initiative and make it sustainable.
No attempt has been made to redefine the idea of community capacity in the local context and to assess the community capacity building ability of regional health workers. Therefore, a qualitative assessment of the public health promotion workers and the identified influential factors may be used as preliminary data for designing better community capacity building strategies [16, 27] .
Following the definitions of community capacity specified in Hawe et al. [4] , this study is aimed at quantitatively assessing the community capacity building ability of the public health promotion workers using modified Community Capacity Building Tool [21] and investigating the important influential factors affecting the capacity.
SUBJECTS AND METHODS

I. Subject Selection and Methods
The target population of this study was defined as all health promotion workers of 16 public health centers across Busan metropolitan city. A total of 50 subjects qualified and were convened for a one day workshop, where they were asked to complete the provided questionnaires. Analysis was to be carried out with the submitted questionnaire. 46 out of 50 subjects (attendance rate 92%) were present at the workshop, and 44 questionnaires were collected. 43 papers (collection rate 86%) were analysed.
The workshop was organized by the department of health promotion of Busan metropolitan city council and held on July 10, 2008 based on Adult Learning Methods [28] . A detailed and complete definition of each category for the community capacity building ability was introduced to the participants so that they understand the given categories, and then papers were written in by them. The respondents were well advised about the instructions since the question papers were distributed upon registration.
II. Development of Assessment Tool
Literature review and web searching were performed to collect information and data with respect to assessment tools for community building ability. Of the discovered assessment tools, only the tools completely developed and being in use were taken into consideration and finally community capacity building tool (CCBT) [21] published by the public health agency of Canada was chosen for this study. CCBT defines 9 feathers for community capacity building, i.e. participation , leadership , community structure , external supports , asking why , obtaining resources , skills, knowledge and learning , linking with others and sense of community (Table 1) , each of which consists of 1 to 4 questions. The CCBT assessment questionnaire was translated into Korean and then modified to suit the local context after a series of discussions. The questions and terms used in the draft questionnaire was reviewed and validated by the review committee, a group of public health workers and specialists (including 1 head of a public health center, 1 public health worker, 1 official, 2 professors and 1 research associate). The first preliminary survey was performed with a group of public health workers (45 respondents) across 54 public health centers involved in health promotion and healthy city campaigns using the revised questionnaire. The identical questionnaires were sent to the same respondents who participated in the first preliminary survey in 6 months as a part of the second preliminary survey (18 out of 45 responded, 40.0%). In order to assess the reliability of the first and second preliminary surveys, correlation analysis, paired t test and Wilcoxon signed rank test were performed. The highest correlation coefficient was found in participation (0.82) and other feathers also reached more than 0.5 except for community structure (0.46) and obtaining resources (0.32). The paired t-test and Wilcoxon signed rank test have shown that there is no significant difference (p=0.029) between the two tests across all assessment feathers other than asking why at p=0.05. Cronbach s alpha value was derived per each feather using the same samples in order to find out that the sum 284 committees that foster belonging and give the community a chance to express views and exchange information. External supports (funding bodies) such as government departments, foundations, and regional health authorities can link communities and external resources. Asking why refers to a community process that uncovers the root causes of community health issues and promotes solutions. The community comes together to critically assess the social, political, and economic influences that result in differing health standards and conditions. Obtaining resources includes finding time, money (other than from funding bodies), leadership, volunteers, information and facilities both from inside and outside the community. Skills, knowledge, and learning are qualities in the project team, the target population, and the community that the project team uses and develops. Linking with others refers to linking your project with individuals and organizations.
These project links help the community deal with its issues. Examples include creating partnerships or linking with networks and coalitions. Sense of community, within the context of a project, is fostered through building trust with others. Community projects can strengthen a sense of community when people come together to work on shared community problems.
regression test is satisfied, and the distribution was identified using Stem and Leaf plot . Then Shapiro-Wilk test was performed to determine the W values and the corresponding p-values. The distributions of obtaining resources (W=0.861, p=0.00) and linking with others (W=0.874, p=0.00) were found to be non-normal, and all other independent variables such as age , service length , etc and dependent variables show normal mean values and standard deviations. The effects of the subjects demographic, occupational, individual and environmental factors on the community capacity were tested using t-test and analysis of variance (ANOVA).
Multiple regression test was used to evaluate the effects of the factors above on the community capacity building ability. The normality of each continuous variable was tested to make sure that the hypothesis for of the scores of all assessment feathers may be used as an index. It turned out that all 9 feathers are consistent with each other at more than 0.6 (Table 2) . For demographic and occupational factors of the subjects, sex, age, education, job position, speciality, job commitment and service length in the health promotion initiative were investigated. The service length in the health promotion initiative includes not only current but previous experiences in the health promotion initiative, counted in month. The job commitment was evaluated as a score on average over 3 new questions using a 4-point scale (Cronbach s =0.72). Other factors likely to affect community capacity building were divided into two categories; individual and environmental factors. Following Donchin et al. [29] , health promotion knowledge level, health promotion skill level, community interest level, community activity level were assessed as individual aspects. The health promotion knowledge level and health promotion skill level were self-evaluated using one question rated from 1 to 4 (1= very low , 4= very high ). The community interest level and the community activity level were also selfevaluated as a score on average using three questions in a 4-point scale (1= very low , 4= very high ) (Cronbach s =0.81, 0.76). Prairie region health promotion centre s tool [22] was used for environmental factors presence of ordinance for health promotion, presence of executive department for health promotion and presence of cooperative partnership for the health promotion (Appendix 1).
III. Statistical Analysis
Frequency analysis was performed on the demographic, occupational, individual and environmental factors to find out the distribution. Each of the 9 feathers of community capacity building ability was evaluated as mean value and standard deviation, and the global mean and standard deviation were also determined across the Job satisfaction (summated mean score of 3 related questions to satisfaction for health promotion initiatives in which subject had participated); knowledge & skill level (knowledge and skills about health promotion which scored in 4 point rating scale); interest level (summated mean score of 3 related questions to interest for community which subject had individually); activity level (summated mean score of 3 related questions to voluntary activity for community in which subject had participated). * mean score<2 in 4 point rating scale, mean score 2 in 4 point rating scale .5) distribution. For the regression test, the variables were defined as follows; service length for health promotion initiative less than 24 months =0, 24 months or more =0; speciality nursing =0, others =1. The levels of professional knowledge and skill, job satisfaction, community interest, community activity were reclassified as follows; 2 or less =0, more than 2 =1. SPSS ver. 14.0 (SPSS Inc., Chicago, IL, USA) was used for the test.
RESULTS
The demographic, occupational and individual factors affecting on community capacity are shown in Table 3 . Majority of them were female. 15 subjects were aged 30 to 39, which is the most, and the majority of the subjects is involved in nursing jobs. Most of them have served for the health promotion initiative for 24 months or more. Looking at the individual factors, 17 subjects (46.0%) rated their job commitment high. The health promotion knowledge and skill levels were evaluated high by 18 (41.9%) and 7 subjects (15.9%), respectively. 24 (64.9%) and 22 subjects (59.5%)answered their community interest level and community activity level are high. In terms of environmental factor, 34 (79.1%), 26 (60.5%), 23 subjects (53.5%) answered that they have ordinance for health promotion, executive department for health promotion and cooperative partnership for the health promotion, respectively. Figure 1 shows the mean score and standard deviation of the subjects community capacity building ability. The score is 2.35 on average over the 9 capacities. Obtaining resources hits the top score of 2.91, followed by participation 2.66. Sense of community is 2.41, external supports and skills, knowledge and learning are 2.38 each and linking with others is 2.28. Asking why , leadership and sense of community indicate 2.08, 2.03 and 2.01, respectively. The lowest score 2.00 is seen on community structure .
The mean values and errors were determined across the demographic, occupational, individual and environmental factors. The test results of obtaining resources showing the highest mean value, community structure showing the lowest mean and the overall mean over the 9 feathers are shown in Table 4 . Other Figure 1 . Mean score and standard error of community capacity of subjects.
Capacity 1: participation, Capacity 2: leadership, Capacity 3: community structure, Capacity 4: external support, Capacity 5: asking why, Capacity 6: obtaining resources, Capacity 7: skill knowledge learning, Capacity 8: linking with others, Capacity 9: sense of community test results are described in the text. No significant difference in mean value was found between the 9 feathers and overall value in terms of sex and age (p>0.05). As for speciality, external supports showed significant difference (p<0.05). Based on service length, all feathers showed significant difference except for obtaining resources and linking with others (p<0.05). No significant difference was found in terms of job commitment (p>0.05). The test on the health promotion knowledge level showed that participation , community structure , obtaining resources and overall mean capacity have significant difference (p<0.05). No feature showed significant difference depending on the health promotion knowledge level (p>0.05). The test on community interest level showed that leadership , community structure , asking why , skills, knowledge and learning and overall mean capacity have significant difference (p<0.05). No significant difference was found in the test on community activity and presence of ordinance for health promotion (p>0.05). All feathers including the overall mean capacity showed significant difference in the test on presence of partnership for the health promotion initiative (p<0.05). All feathers except community structure and skills, knowledge and learning also showed significant difference in the test on presence of executive department for the health promotion initiative (p<0.05). Table 5 presents a comparison between the demographic, occupational, individual and environmental factors and the overall mean capacity. The service length showed a positive correlation ( =0.511, p<0.01). When individual factors were added, the statistical significance was sustained, while the standardized coefficient was reduced and the statistical significance was lost when the environmental factors were integrated. It turned out that the individual factors cannot be used to explain the correlation with community capacity building (p>0.05). Of the environmental factors, presence of executive department showed a positive correlation (p<0.01). Obtaining resources showing the maximum mean value indicates similar results to the overall mean capacity. Although the service length appeared to have a positive correlation ( =0.435, p<0.05), the value was reduced and statistical significance was lost as the individual and environmental factors were added. It was finally shown that only the presence of executive department for health promotion has a significant correlation ( =0.426, p<0.05).
Participation , leadership , external supports , linking with others , sense of community showed the similar correlation to the obtaining resources . As for community structure showing the lowest mean value, the service length for the health promotion initiative has significant correlation ( =0.424, p<0.05) and the standardized coefficient goes down as the individual and environmental factors are added. It was also found the community interest has significant correlation when the individual factors ( =0.339, p<0.05) and environmental factor ( =0.321, p<0.01).
Asking why and skills, knowledge and learning have no correlated factor in the individual and environmental factors.
DISCUSSION
The contribution of this study is that the community capacity driving factors are systematically redefined in the local context and the relatively weak capacities of the health promotion workers have been specifically figured out, i.e. community structure , leadership and asking why , which can be used for improvement to the health promotion initiative.
The CCBT [21] developed by the public health agency of Canada was translated and partly modified for this study. The CCBT has been validated for internal consistency throughout the development stages [19] , and the internal consistency and reliability were also found to be high except a couple of capacities in this study. Since any domestic assessment tool has not been developed or used for assessing the community capacity building ability of the local health promotion workers, a widely recognized and validated foreign assessment tool [20] was introduced to this study, which allows an objective comparison with overseas cases. The proposed tool can be used to assess the ability of a variety of local groups, and possibly provides clues to improvement to the domestic health promotion Job satisfaction (summated mean score of 3 related questions to satisfaction for health promotion initiatives in which subject had participated); knowledge & skill level (knowledge and skills about health promotion which scored in 4 point rating scale); interest level (summated mean score of 3 related questions to interest for community which subject had individually); activity level (summated mean score of 3 related questions to voluntary activity for community in which subject had participated). * p<0.05, p<0.01, p<0.001, (1) (1) low (2) high, (1) no (2) yes initiative. Yoo et al. [30] previously proposed partnership with community and community activity as a priority, together with acceptance of cultural difference , cooperation skill with community , leadership , open and reasonable thinking for the assessment. However, the validity of the proposed tool has not been sufficiently justified and further works have to be done using internationally recognized assessment tools.
This study demonstrates that the community capacity building ability of the tested subjects is rated 2.35 out of 4, which is lower than that of the Canadian subjects, 2.86 assessed using the same tool. In comparison with the Canadian survey report, the smallest difference is found in obtaining resources , 0.09 point lower than that of Canada. The tested subjects show the biggest deficit in leadership , 0.81 lower than that of Canada. Big differences are also seen in community structure (0.61), sense of community (0.60), external supports (0.59), and asking why (0.54). The overall community capacity building ability of the tested subjects appears to be just started and lower than Canadian subjects in every feather [19] . Even if the differences in public health service system, structure, occupational role and authority between Korea and Canada are taken into account [31] , the conclusion does not change. Of the 9 feathers of community capacity building, the community activity and cooperation related factors such as community structure , leadership and asking why are found to be significantly short and they generally cost more time and resources to improve [19] . This is because the Korean health promotion initiative has been operated for about 10 years, which is a relatively short time, and the public health centers have played as local hubs merely delivering the government s policies and programs [2] . The health promotion initiative has been forced to go using the old government-led framework without constructive investment in training, education and reforming the workforce [6] . In addition to that, the partnership between communities and authorities is not well established because the history of local autonomy is relatively short, and communities are generally excluded throughout the policy making process [3] .
Looking at the correlations between the demographic, occupational, individual and environmental factors and the community capacity building ability, a significant positive correlation is observed between the service length and the community capacity building ability. More than half of the subjects served for health promotion for less than 24 months because of the 2-year job rotation system. However, some of the subjects have health promotion experiences more than others after several job rotations and achieved higher ability. As pointed out by Lee [9] , frequent job rotation may prevent the workforce from building specialist experience and skills, and therefore the rotation system needs to be optimized and every public health carer should be appropriately trained as a potential health promotion worker. Including environmental factors decreases the standardized coefficient of the service length and therefore the correlation is no longer significant. This suggests that the environmental factors contribute to removing the difference in the ability arising from the difference in the job experience.
As for the environmental factors, a significantly high overall score is achieved in the presence of a dedicated health promotion department in the public health center. Presence of executive health promotion department is found to be the only factor affecting the overall ability score. The multivariate analysis model demonstrates that the individual and environmental factors affect the overall ability as a higher significance is achieved by adding more individual and environmental factors (R 2 =0.674). In addition to the overall score, there appear to be significant correlations between the environmental factors, e.g. presence of executive health promotion department and presence of cooperative partnership for health promotion and some of the 9 feathers; obtaining resources , participation , leadership , external supports , linking with others and sense of community .
Donchin et al. [29] and Boonekamp et al. [32] pointed out that it is important to obtain external supports and cooperation with community for health promotion, which is consistent with our findings. This implies that a dedicated health promotion department could preserve useful knowledge and experiences even if the workforce is rotated and operate the health promotion initiative in a persistent way owing to undisrupted service [9] . Since the cooperative partnership in community enables active resource supply to the community [10] , the health promotion workers could take more opportunities to expand their scope of work and collaboration. The point is that not only the individual factors, but also the environmental factors should be developed, for example, organizing a dedicated health promotion department and close partnership with community in order to enhance the ability of health promotion workers.
As for occupational role, nursing shows a significantly high mean value in external supports compared to other occupational roles. It is thought that the nurses have more opportunities to build partnerships and associations as they are directly involved in both clinical health care and health promotion. It was assumed that the subjects who have obtained more knowledge and skills for health promotion through trainings such as FMTP would show higher capacity building ability, but in fact no significant difference is observed. This is because most of the subjects are not familiar with the knowledge presented in the assessment questionnaire and therefore rated their knowledge level low. An independent variable should be developed to test the effect of knowledge level in an objective manner.
Higher interest in community issues and causes leads to increased mean values of many feathers of capacity building ability, but the community activity level does not. The activities referred to in this study were mainly general and simple level of participation. Thus, this result could be validated after testing the subjects using appropriate new questions including higher level of participation.
This study is based on the survey with the health promotion workers in Busan area. The response rate was 86%, which is high enough to represent the entire health promotion workers in Busan. However, the sample size only amounts to 6.9% of the target population nationwide, so that it is too premature to reach to generalized results. Even so, this study is an initial attempt to understand the community capacity building ability of health promotion workers and can be used to design a full-scale survey or a future master plan to some extent. Other limitations of this study are the validity and reliability of the assessment tool used in this study. Since the original assessment tool was developed in the context of Canada, the validity of the tool has not been sufficiently justified or supported by systematic preliminary studies. Further works need to be done to add necessary questions and rectify errors. For example, asking why which shows a significant difference in the first and second preliminary surveys has been tested in a couple of previous studies [33] , but no definitive model has been proposed therein. Therefore, the subjects may also have found it difficult to figure out the idea.
In terms of test subjects and test validity, the findings of this study cannot be used to represent the global community capacity building ability of the entire community since the health promotion workers, a small part of the community capacity builders, were investigated only. However, the purpose of this study is to assess how well the health promotion workers interact with the communities and derive their participation and partnership. In this context, this study provides meaningful results. From a perspective of new public health, this study provides an extensive assessment on the capacities of communities and health promotion initiative workers and could be used as preliminary data for policy reform and innovation. Further works should be concentrated on assessing and analyzing the capacity of other parties such as authorities, leaders, representative local organizations, health promotion partners, etc.
In conclusion, the survey on the community capacity building ability of 16 public health centers in Busan area suggests that their mean score is relatively low at 2.35 out of 4. It is shown that they are particularly short of participation , leadership and asking why . The linear regression test shows that there are significant differences in presence of executive department and presence of cooperative partnership for health promotion, indicating that not only individual commitments but also environmental supports and contribution, for example, dedicated health promotion department and community partners, are required for health promotion. The development of specialists for the health promotion initiative should be included in the local health act as a binding obligation and more resources should be input such that the general community capacity is built up rather than promoting individual education [30] . This study provides preliminary data for such approaches.
